Introduction and Aims. A 2010 World Health Assembly resolution called on member states to intensify efforts to address alcohol-related harm. Progress has been slow. This study aims to determine the magnitude of public support for 12 alcohol policies and whether it differs by country, demographic factors and drinking risk (volume consumed). Design and Methods. Data are drawn from seven countries participating in the International Alcohol Control Study which used country-specific sampling methods designed to obtain random, representative samples. The weighted total sample comprised 11 494 drinkers aged 16-65 years. Results. Drinking risk was substantial (24% 'increased' risk and 16% 'high' risk) and was particularly high in South Africa. Support varied by alcohol policy, ranging from 12% to 96%, but was above 50% for 79% of the possible country/policy combinations. Across countries, policy support was generally higher for policies addressing drink driving and increasing the alcohol purchase age. There was less support for policies increasing the price of alcohol, especially when funds were not earmarked. Policy support differed by country, and was generally higher in the five middle-income countries than in New Zealand. It also differed by age, gender, education, quantity/frequency of drinking, risk category and country income level. Discussion and Conclusions. We found a trend in policy support, generally being highest in the low-middle-income countries, followed by high-middle-income countries and then high-income countries. Support from drinkers for a range of alcohol policies is extensive across all countries and could be used as a catalyst for further policy action. 
Introduction
Alcohol was the ninth leading risk factor for death and disability globally in 2015 [1] . Generally, the higher the volume of alcohol consumed, the higher the risk of disease or death [2] . In addition to the volume of alcohol consumption, negative health outcomes have been found to be dependent on the pattern of drinking, as well as societal and individual vulnerability factors [3] .
Since 2010 the World Health Organization has been active in prompting member states to take more action to address harmful use of alcohol. In that year its Global Strategy to Reduce the Harmful Use of Alcohol was approved by Member States [4] . Within the strategy, policy options and interventions available for national action are grouped into 10 areas: (i) leadership, awareness and commitment; (ii) health services' response; (iii) community action; (iv) drink-driving policies and countermeasures; (v) availability of alcohol; (vi) marketing of alcoholic beverages; (vii) pricing policies; (viii) reducing the negative consequences of drinking and alcohol intoxication; (ix) reducing the public health impact of illicit and informally produced alcohol; and (x) monitoring and surveillance [4] .
There have been few evaluations of the extent to which individual countries or regions have progressed in implementing policies in line with the Global Strategy. From assessments undertaken in Canada, Finland and South Africa it appears that some progress is being made, but despite the growing evidence base regarding what works, there remains much to be done [5, 6] . The approval and implementation of public policies around alcohol is influenced by various factors, including the views of a determined bureaucracy [7] , the desire by governments to generate revenues, the cost of implementing the policies, research findings, public opinion and industry lobbying [8] [9] [10] [11] . Public opinion, while sometimes being a spur to policy reform, can also constrain the policies supported by governments [11] . Furthermore, public opinion regarding different alcohol policies at country level has been found to change over time [12] [13] [14] .
It has now been well established that support for more restrictive alcohol policies tends to be highest among light or non-drinkers [8, [10] [11] [12] [14] [15] [16] [17] and when those policies are aimed at high-risk venues and populations [18] . In terms of the effect of demographics, support has been found to greatest among older persons [8, [10] [11] [12] [14] [15] [16] [17] [18] [19] and women [8, [10] [11] [12] 14, 18, 19] . However, research findings regarding the effect of education and income on policy support have been mixed [8, 11, 14, 17] .
In most other studies looking at public support for alcohol policies the views of drinkers and non-drinkers have been canvassed [10] [11] [12] [13] [14] [18] [19] [20] [21] . The views of non-drinkers regarding alcohol policy options are likely to be more supportive than those of moderate and heavy drinkers or those who drink more frequently [8, [10] [11] [12] [14] [15] [16] 19] . Policymakers would expect the latter to oppose many policy measures and their views might be of particular interest [10] .
Generally, support for policies increasing the legal alcohol purchase age and increasing drink-driving counter measures have received more support than those limiting availability or aimed at increasing the price of alcohol [8, 11, 18, 22] . However, few, if any, studies have compared support for different alcohol policy across different countries in any systematic way. The purpose of this study therefore was to assess public support for a range of alcohol control measures covering the following domains (purchase age, physical availability, marketing, drink driving counter measures and price) across samples in seven countries using similar methodology and to determine whether this support varies by country (and country income level), demographic factors and quantity/frequency of drinking and level of drinking risk.
Methods

Design and sampling
Data for this study come from the multi-country International Alcohol Control (IAC) Study [23] , and this paper focuses on data from two small high-income countries [New Zealand (2011) (2014)]. The IAC countries were largely self-selected depending on availability of resources and to ensure a spread of countries around the world. The individual countries used different methodologies designed to obtain random, representative samples, such as a multi-stage stratified cluster random sampling design in Peru, South Africa, St Kitts and Nevis, Mongolia, Thailand and Vietnam and a representative sample of published and unpublished residential landline numbers in New Zealand. For New Zealand and St Kitts and Nevis the focus was the whole country, whereas for other countries the focus was on sub-national samples: two districts in Ulaanbaatar in Mongolia, Los Olivos district in the city of Lima in Peru, Tshwane metro in South Africa, nine provinces in Thailand (including Bangkok) and three provinces in Vietnam. In this sub-study, and in line with the broader IAC study [23] , eligible participants had to have consumed alcohol in the past 6 months and be 16 to 65 years old. Levels of non-drinking ranged between 20.5% in New Zealand to 70.3% in Thailand [3] , but fell between 45% and 62% for the other five countries. The IAC study was designed to be a longitudinal study of drinkers with the focus of assessing the impact of policy changes on the behaviour of drinkers within and across countries over time [23] . This focus on drinkers was predicated on the overarching goal of the study to reduce the harms associated with the behaviour of drinkers to themselves and others through guiding upstream policy-level interventions that would impact on such behaviour. The target sample size of 2000 per country was determined by the IAC study [23] .
Measures
Countries adapted the English IAC questionnaire and translated and back-translated it into local languages (Mongolia, Peru, South Africa, Thailand and Vietnam) and piloted it before use. It comprised various domains, including demographic factors (e.g. age, gender and education), alcohol consumption and support for 12 alcohol policies. The latter was obtained on a 5-point Likert scale ranging from 'strongly support' (1) to 'strongly oppose' (5) with 'do not know' and 'refuse' options. Strongly support (1) and support (2) were combined to indicate support, and neutral (3), oppose (4) and strongly oppose (5) were combined to indicate lack of support. Persons who answered 'do not know' or refused to answer the question were excluded for that policy. For Thailand, three policies (10-12, see Table 2 ) and one for Vietnam (policy 8) were not included. We created a summary index which is the sum of the scores on the 12 individual policy support variables. This total policy support variable ('Policysum') yields for each study participant a score from 12 (strong support) to 60 (strong opposition) which is a crude measure of their support for the various policy variables as a whole.
The IAC questionnaire utilises a within-location beverage-specific framework and allows for countries to adapt the consumption measurement framework to their context in terms of specific drinking locations. The framework asks for the frequency of drinking in all locations in which drinking occurs and then typical occasion quantity in each location. The IAC consumption framework asks beverage-specific questions for each location at which participants drink.
Using the data on frequency of drinking in different locations over the past 6 months and quantity consumed on a typical occasion in each location, new variables were derived at the analysis stage. 'Frequency of drinking' is the sum of all drinking occasions at all locations over the past 6 months. The 'typical occasion quantity' is the weighted average of all the typical occasion quantities at each location, taking into account how often the person drank at that location. In this way, a location that a person only drank at once a year had minimal influence compared with a location that a person drank at daily. It was categorised into ' low' (>4 drinks), 'medium' (4-6 drinks), 'medium-high' (6 to ≤ 8 drinks) and 'high' (>8 drinks). Respondents reported their consumption of different beverages specific to their country in their own terms and interviewers coded these by using common containers and glass sizes in which alcohol is commonly served and sold in that country. We therefore had interviewers code what study participants said they consumed and we then afterwards recorded this into the number of drinks of 15 mL (12 g). 'Risk category' (drinking risk) was categorised into three levels: 'low' (up to four drinks on an occasion or four to six drinks on an occasion less than once per week), 'increased' (four to six drinks on an occasion at least once per week or more than six drinks on an occasion less than once per week) and 'higher' (more than six drinks on an occasion at least once per week). The risk categories were therefore derived based on the original location-based occasion (not the overall summary typical occasion quantity). Where participants did not provide complete data on quantity and frequency of drinking in all locations their data were omitted.
Procedures
Some of the countries used telephone surveys (New Zealand) whereas others interviewed participants in their homes (Mongolia, Peru, South Africa, St Kitts and Nevis, Thailand and Vietnam). Computer-assisted surveys were used in all countries due to the complexity of the survey with numerous skip patterns. This involved using android tablets in Mongolia, Peru, South Africa, St Kitts and Nevis, Thailand and Vietnam, and an in-house computer-assisted telephone interviewing system in New Zealand. Once a household was contacted, a screening interview established eligibility for participation in the study (drinking in the last 6 months and age 16-65 years). Eligible individuals were enumerated, and one respondent was selected at random by the computer/tablet. Informed consent was then sought from the person identified before proceeding. Interviews took on an average about 30 minutes to complete. In many of the countries (e.g. New Zealand, South Africa and Thailand) participants received a small gift (e.g. a modest shopping or a cellular telephone recharge voucher or a Polo shirt) to acknowledge their participation. The studies were approved by their local ethics committees. Response rates varied from 60% in New Zealand and St Kitts and Nevis to 99% in Vietnam.
Survey design and analysis
It is important to account for the sampling design during analysis to make sure that the standard errors are not underestimated (i.e. where modelling or statistical testing is being undertaken). This was not able to be done simply due to each of the countries in our study having different sampling designs, ranging from a simple random to a stratified multistage sample. The process used to adjust for cross-country sampling design was based on Kaminska and Lynn 2017 [24] which treats the individual countries as the top level strata. For countries (New Zealand, St Kitts and Nevis, South Africa, Australia and Thailand) which had already been stratified at the first stage, these strata became first stage strata of the combined survey. Countries (Mongolia, England, Scotland, Vietnam) that do not have first stage stratification were treated as a single stratum. Checks were made so that stratum identifications were still unique after combining countries. Primary sampling units remained the same, again making sure that they were still unique after combining all countries.
Weights were used where available and assumed to have a weight of one where they were not. Finite population correction was not used as this was incomplete for the majority of countries. A statistical process was used to deal with outliers whereby the right-skewed distributions of consumption-related variables were transformed to normalise them. The transforming function was logarithmic (for typical occasion quantity) and power function (for frequency of drinking). The transformed series was then centred and scaled by subtracting the mean and dividing by the standard deviation and the 99th percentile of respondents were then removed. Using Stata [25] multiple logistic regression analyses were performed to assess associations between predictors and each of the 12 policy options separately. Categorical predictors for each policy option included country, gender, age, education, drinking frequency, drinking quantity and drinking risk. Responses on policy variables of 'support' and 'strongly support' were recoded as '1' and 'neither', 'oppose' and 'strongly oppose' were recoded as '0'. Adjusted odds ratios were used to control for the potential effect of additional variables. Participants who answered 'Do not know' to a specific policy option were excluded from that logistic regression model. Participants with missing data were excluded from all logistic regressions. P values less than 0.05 were considered statistically significant. A second (post-hoc) multiple regression was undertaken to assess the association between the policy support variables and a newly constituted variable, country-income level [low-middle-income, high-middle-income (reference), high income] adjusted for age, gender education and drinking risk.
Results
Sample characteristics
The weighted sample of drinkers included 11 494 respondents aged 16 to 65 years ( Table 1) . The most common age categories were 25-34, 35-44 and 45-54 years. In all countries there were more male than female drinkers, except in New Zealand and Peru. In three countries (Peru, Thailand and Vietnam), the highest proportion of respondents were reported having low education. For four of the seven countries (New Zealand, South Africa, St Kitts and Nevis and Vietnam), the most commonly reported category of drinking was once a week or more. For other countries, it was less often than this. For all countries, except for South Africa, the greatest proportion of drinkers fell into the lowest quantity of drinking category. Similarly, for all countries barring South Africa, the greatest proportion of respondents (46% to 74%) reported drinking fewer than four drinks on a typical drinking occasion, whereas in South Africa only 22% of respondents reported drinking at this level and 54% reported drinking more than eight. In terms of risk associated with drinking, for all countries except South Africa, the largest proportion of respondents fell into the lowest category of risk.
Policy support
Support varied by alcohol policy, ranging from 12% to 96%, with support above 50% for 63 (79%) of the possible 80 country/policy combinations (Figure 1a,b) . Support for the various policies was generally highest in Mongolia (67-96%) and Peru (71-92%, excluding the 39% support for increasing the purchase age) and lowest in St Kitts and Nevis (12-78%). Across countries, support was higher for policies addressing drink driving and increasing the purchase age (except for Peru). Support for increasing price was in general lower than for the other policy areas (16-71%) , and compared to the pricing policies for which more detail was given. The created variable policysum had scores ranging from 12 to 60 and a mean of 26.6 and standard deviation of 8.18. The mode for 'policysum' was 24 with 655 participants having this score.
Multivariate findings
The level of support for policies in New Zealand was used as the standard category for comparison. Table 2 presents 75 country/policy comparisons. Of these, 68 comparisons revealed significant differences on policies as compared with New Zealand. There were 52 instances (77%) where policy support was greater than occurred in New Zealand and 15 (22%) where it was less, with the latter mainly occurring as a result of policy support being significantly less for various (10) policies in St Kitts and Nevis. In most cases, the size of the adjusted odds ratios indicated that the differences in terms of policy support between the various countries and New Zealand were substantial. This was most noticeable for Mongolia and Vietnam. There were seven comparisons where there were no significant differences in policy support (three with South Africa, two with Thailand and one each with Mongolia and Vietnam).
Support for alcohol policies was higher in five of the six other countries (all middle income) as compared to New Zealand for the following policies: earlier closing times for bars and nightclubs, earlier closing times for buying alcohol from bottle stores and supermarkets, restricting marketing, increasing the price of alcohol, increasing alcohol taxes to pay for alcohol treatment, increasing alcohol taxes to lower other taxes, Low: up to once/month, Med: more than once/month but less than once/week, High: once a week or more (among drinkers).
d On typical occasion in past 6 months (among drinkers). Low: >4 drinks, Med: 4-6 drinks, Med-High: 6 to ≤ 8 drinks, High: >8 drinks.
e Low risk: up to 4 drinks on an occasion or 4-6 drinks on an occasion less than once/week, increased: 4-6 drinks on an occasion at least once/week or 6+ drinks on an occasion less than once/week, Higher: 6+ drinks on an occasion at least once/week.
f Total drinkers in (unweighted) sample. For some variables there was missing data for some countries. Overall N (unweighted samples) was 11 494 over 7 countries. The total for the weighted sample was 11 526. H, high; L, low; M, middle. Low risk: up to 4 drinks on an occasion or 4-6 drinks on an occasion less than once/week, increased: 4-6 drinks on an occasion at least once/week or 6+ drinks on an occasion less than once/week, Higher: 6+ drinks on an occasion at least once/week. AOR, adjusted odds ratio; CI, confidence interval; DV, dependent variable; IV, independent variable.
increasing alcohol taxes to pay for any government purpose (seven of the 12 policies) and also on the 'policysum' variable. Support was 16-52% higher for the other 11 policies among females than males with the exception of increasing alcohol taxes to pay for alcohol treatment (Table 2 ). In terms of age, participants in age categories older than 20-24 years were generally more supportive of the various alcohol policies than participants in the youngest (16-19 years) age category. There were some exceptions where the adjusted odds ratios, though above 1.0, were not statistically significant. With regard to educational level attained, participants in the highest education levels were significantly more supportive of increasing the price of alcohol in general and specifically increasing price and taxing drinkers to pay for the cost of alcohol-related harm to society.
Support for various policies was associated with participants' quantity and frequency of drinking and category of drinking risk. Persons who drank more frequently (or in some cases only those who drank the most frequently) were less likely to support various policies (policies 2-5, 7-12) as compared to participants in the lowest category of frequency of drinking. For Policy 1 (raising the alcohol purchase age) and Policy 6 (restricting marketing) levels of support did not differ by frequency of drinking. With regard to drinking quantity, while in the same direction, fewer significant differences were found. Support for restricting the number of outlets in the community was found to be less for persons who typically drank four to six drinks per occasion (mid-level drinkers) as compared to persons typically drinking fewer than four drinks, but no differences were found on these items for persons typically drinking more. Persons drinking four or more drinks per occasion were less supportive of earlier closing times for bars and nightclubs and mid-level and mid-high (six to less than eight drinks) level drinkers were less likely to be supportive of earlier closing times for buying alcohol from bottle stores and supermarkets and having more random breath testing of drivers. With regard to drinking risk, for some of the policies (policies 1, 5, 7, 12), the higher (or in some cases the highest) level of risk categories were significantly less supportive of these policies than persons who were in the lowest category of risk.
For 10 policies, support was significantly lower (P < 0.05) in high-income countries compared to high-middle-income countries, and in five instances was significantly higher (P < 0.05) in low-middleincome countries compared to high-middle-income countries after adjusting for age, gender, education and drinking risk (Table 3) . For the constructed variable 'policysum', compared to high-middle-income countries, policy support was significantly lower in high-income countries, but no difference was found with regard to low-middle-income countries. With regard to restricting outlets, earlier closing times for bars and nightclubs and more random breath testing, support was higher in low-middle-income countries and lower in high-income countries as compared to high-middle-income countries, after adjusting for age, gender, education and drinking risk (Table 3 ). There were two policies (increasing alcohol purchase age and lowering blood/breath alcohol limits for drivers) where low-middle-income countries differed from high-middle-income countries and no difference was found between high-income and high-middle-income countries. In these situations policy support was higher in the low-middle-income countries as compared to the high-middle-income countries. There were seven instances where policy support was found to be lower in high-income countries as compared to high-middleincome countries and no differences were noted for low-middle and high-middle-income countries (policies 4-6, 9-12).
Discussion
Support by drinkers in the seven countries was above 50% for 79% of the possible country/policy combinations and it was generally higher for policies addressing drink driving and increasing the alcohol purchase age. Support was, however, lower for policies related to increasing taxes on alcohol, especially where there was no indication where the increased revenue would be spent. These findings are in keeping with research conducted elsewhere in high-and middle-income countries [8, 11, [16] [17] [18] 22] . The unique contribution of this study is its comparison of policy support among countries differing in income level using comparable methodology. We found a trend in policy support, generally being highest in the low-middle-income countries, followed by the high-middle-income countries and then lowest in the high-income countries.
It has been recognised that policy support is not static and may change over time [12] [13] [14] , and it is possible that the two high-income counties are at a different place in the policy development process, that is, alcohol policy reform may have had a longer history in New Zealand than in St Kitts and Nevis. Also, they may have had stronger restrictions than the middleincome countries and there might be push back against further tightening of policies. Policy support in South Africa, a high-middle-income country, was not always greater than in New Zealand. This could be because other research has shown that there are very high levels of heavy drinking in South Africa [26] and it is well recognised that heavier drinkers are less likely to support more restrictive alcohol policies [8, [10] [11] [12] [14] [15] [16] [17] .
The findings of this study were generally in line with the findings of previously conducted research in middle and high-income countries which, in contrast to our study often also included non-drinkers, in that there was greater support for more restrictive alcohol policies among older persons [9, 15, 17, 19] and women [9, 12, [15] [16] [17] 19] . In contrast to other studies [8, 11, 14, 17] we did not find much variation in support for the various policy proposals in terms of educational level attained. Our findings were, however, consistent with the findings of prior research that found lower levels of support for certain alcohol policies among drinkers who drank more frequently or at high volumes [9, 12, [15] [16] [17] [18] 21] .
This study is subject to various limitations. Firstly, in some countries cities, sub-districts or municipalities were sampled and as a result the finding in these countries might not necessarily generalise to the whole country, and it is furthermore likely that many of the samples were biased towards urban populations which tend to have more liberal views. It should be further recognised that response rates were lower in some countries. The different methodology used in some countries (phone vs. face-to-face surveys) may have biased findings towards under reporting in the face-toface interviews. The high reporting of heavy drinking in South Africa suggest that this was not the case. Some might consider it to be a limitation not to have included non-drinkers in the study. However, given the finding from previous research that non-drinkers are likely to be more supportive of alcohol policy controls [8, [10] [11] [12] [14] [15] [16] [17] and the finding that there are likely to be more non-drinkers in low-and middleincome countries than in high-income countries [3] , the differences between middle-and high-income countries we observed would have been magnified had non-drinkers been included in each of the country samples. It should also be noted that St Kitts and Nevis is atypical of high-income countries, being a very small island nation with a small population and which is highly dependent on tourism and banking. Furthermore, it only became listed as a high-income country by the World Bank in 2014.
Building on the core findings of this study that policy support seems to differ by the income level of country, with policy support being higher in less affluent societies, there is a need to replicate this research with a broader range of countries, including lowincome countries and high-income countries and to increase the number of countries in each income group. Recognising that policy support changes over time future research should also include an assessment of where countries are at in their own policy development trajectory as well as indicators of the level of perceived harm to others associated with alcohol use.
Conclusion
This study has shown that it is possible to conduct alcohol policy research using similar methodologies among countries varying in income level, language, education and drinking behaviour. The findings demonstrate substantial support by drinkers for increasing controls on alcohol in a number of areas. As such, they could give impetus to policy makers to move forward on strengthening alcohol control policies. We found a trend in policy support, generally being the highest in the low-middle-income countries, followed by the high-middle-income countries and then lowest in the high-income countries. Further research is needed to replicate and expand on these findings.
